Diploic channels unusually distinct.
Remarks.-The history is suggestive of an intracranial tumour. The attack of coma, preceded by diplopia, with dilated inactive pupils and extensor plantar responses, (unaccountable for by the degree of coma present), persistence of the inactive pupils to light with diplopia on regaining consciousness, and the pyrexia, could be caused by a tumour inside the third ventricle. -During August, 1930 , she began to suffer from giddiness and frontal headache, chiefly in the morning. These symptoms continued, but she was able to do household duties as usual until February, 1931, when she contracted "influenza" (fever, delirium and pains in the limbs), which lasted about one week. On getting up she walked "as if drunk" and on two occasions she fell.
The headaches became more severe and more constant and were accompanied by vomiting. At times she was seized with a severe pain at the back of the neck, which caused the head to be thrown backwards. Her relations now noticed a change in her disposition; she became iriitable and bad-tempered. Her memory was frequently at fault; five minutes after a meal she would complain that she had had nothing to eat all day. During April she complained of a "fog in front of the eyes"; on one occasion she saw double. Besides her uncertain gait, it was noticed that she had difficulty in feeding herself, owing to unsteadiness of the right hand. On two occasions she complained of a "pins-and-needles" sensation in the limbs (more especially in the arms). Three or four weeks before admission her speech became "stammering," slow and difficult to understand, but there had been no misuse of words. During the same period she became increasingly drowsy, and on two occasions she was incontinent of urine. Diagnosis.-A tumour of the right lobe of the cerebellum was suggested by (1) early history of giddiness, subsequent development of ataxia and occipital pain, (2) physical signs.
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Operation. June 2.-Local anesthetic. Both lateral ventricles tapped and found to be dilated. Cystic cavity, size of tangerine, occupied depths of right cerebellar lobe. From upper and inner surface projected a nodule the size of a walnut. It was soft, bled freely and contained some cysts. It was but loosely attached to the surrounding brain and was removed without much difficulty. May 15, 1931. History.-All her life she had had occasional headaches. In 1927, after the death of her husband she became depressed and apathetic, whereas formerly she had been a lively and humorous person. In 1929 she began to have bouts of severe headache. In September, 1930, after visiting a cinema, her sight was for a few minutes obscured by rings of light. Attacks of this nature continued and were usually associated with headache; in some of them vision was completely lost. From October, 1930, onwards, she was unable to read even with glasses. A diagnosis of hypertensive retinitis was made. She became rather sleepy and very forgetful, worried and irritable, and she lost weight. From November, 1930, onwards, headaches occurred daily in the left frontal and temporal regions, but they were never violent and there was no vomiting. She was unusually thirsty, and began to complain of buzzing in the left ear.
On examination.-A stout, drowsy woman, unable to give her history.
Memory, comprehension and concentration greatly affected. At times she had a little difficulty in naming objects and showed slight perseveration, but her speech was otherwise normal. Sense of smell diminished at left nostril.
Bilateral papillcedema (right 5 D., left, 2 D.). Visual acuity: right Ry, left -4. Nystagmoid movements on looking to right. Slight left ptosis and diminution of upward movement of left eye. Slight lower facial weakness on right side.
Tremor of both upper limbs, more on right side. Absence of abdoxinal reflexes, slight increase of right knee-jerk, doubtful extensor response on left side. X-rays showed signs of increased intracranial pressure and slight erosion of the outer part of the left sphenoidal ridge.
